
Office of Health Care Quality 
Group Home/ RRP/PRP/MHVP/OMHC/MTS/PHP 

Program Census Form 
 

Business Organization: ___________________________   Date: ________________________________ 
Address:  ______________________________________ 

______________________________________ 
Contact Name: _________________________________   Contact Number: _______________________ 
 
Program Name Type of Program 

(GH/RRP/PRP/MHVP/OHMC/PHP/MTS)
Address Licensed 

Capacity 
Current 
Capacity 

 
 

    

 
 

    

 
 

    

 
 

    

 
 

    

 
 

    

 
 

    

 
 

    

     
 

     
 

 

If necessary please attach additional forms  
 


